Abstract: Shared decision making (SDM) interventions aim to improve client autonomy, information sharing and collaborative decision making, yet implementation of these interventions has been variably perceived. Using interviews and focus groups with clients and clinicians from mental health clinics, we explored experiences with and perceptions about decision support strategies aimed to promote SDM around psychotropic medication treatment. Using thematic analysis, we identified themes regarding beliefs about participant involvement, information management and participants' broader understanding of their epistemic expertise. Clients and clinicians highly valued clientcentered priorities such as autonomy and empowerment when making decisions.
communication and unbiased information exchange as well as how they value client and clinician knowledge. We thus highlight how participant responses reflect the importance of information management as well as client and clinician perceived epistemic expertisethat is, the logics used to make sense of knowledge structures as they relate to participation within the mental health system. In considering these perspectives we extend the theoretical foundations of the Theory of Motivated Information Management (TMIM; Afifi & Weiner, 2004) , particularly TMIM's conceptualization of efficacy in making mental health related medication decisions.
Bringing together both client and clinician perspectives on epistemic expertise, we build upon Siminoff and Step's Communication Model of Shared Decision Making (2005; CMSDM) to develop a provisional model of SDM for mental health contexts. We believe this model to be valuable for three reasons: First, a model of SDM has yet to be conceptualized specifically for decisions related to mental health care. Second, emphasizing the dynamic influence of participants' perceptions of epistemic expertise on decision making contributes to understanding the fluidity and transactional process of information management, which have been under-conceptualized (Afifi & Weiner, 2004) .
Third, situating these findings within TMIM, we highlight the critical role of the clinician as contributing to this transactional process: respondents emphasized the importance of clinicians' assessments of clients making decisions as well as clients' assessments of clinicians ('targets' in Afifi & Weiner, 2004) and clinicians' effectiveness ('efficacy' in Afifi & Weiner, 2004) in sharing information and assisting decision making. These features, as they are informed by TMIM, are fundamental to developing a grounded model of SDM in mental health that can inform interventions to support it. 5
Conceptualizing Shared Decision Making
SDM has seen a surge of support in many health fields because of its potential to support client-centered medicine (Barry & Edgman-Levitan, 2012 ) by upholding four conditions: (1) decisions involve both the client and clinician; (2) the exchange of personal and medical information flow in both directions between client and clinician; (3) options and outcomes are openly discussed and weighed; (4) decisions are joint efforts requiring collaboration and balanced participation (Charles et al., 1999) . In mental health contexts, although SDM interventions have been argued to be effective methods for information sharing, some have criticized them as strategies "to increase clients' behavioral conformity to a practitioner's view of optimal treatment" rather than treat the client and clinician both as experts who "must share their respective knowledge and
determine collaboratively" what is optimal (Deegan & Drake, 2006 , p. 1636 .
Nevertheless, because SDM has the potential to improve client-clinician collaboration and provide clarity for clients making complex decisions (Drake et al., 2010) , many perceive SDM to be an ethical imperative (Drake & Deegan, 2009 ).
Recent models of decision making acknowledge that the decision process is not accomplished individually but in interaction with others (e.g., Charles et al., 1999; Afifi et al., 2006 
Theory of Motivated Information Management
Concerns about SDM implementation often hinge on what information is valued and how it might be interpreted: should information be unbiased and limitless or should it be selectively transmitted to meet specific objectives? Several theories of information management purport that individuals seek information in an effort to reduce uncertainty; however, accessing more information has the potential to both decrease and increase uncertainty, and subsequent research has shown that uncertainty can be adaptive (Brashers, 2001) . The Theory of Motivated Information Management (TMIM) argues that individuals seek information not to manage uncertainty but to reduce anxiety (Afifi et al., 2006) , leaving room for individuals to selectively seek out and avoid information.
Several factors are proposed to be involved in this selection-avoidance process.
TMIM highlights the role of an individual's "efficacy," described by Basu and Dutta (2008) as a "perceived ability to seek out health information" (p. 71) that requires both information availability and a perceived capacity to master the information. TMIM details different types of efficacy: communication efficacy or "individuals' perception that they can successfully enact a particular information-seeking strategy" (Afifi et al., 2006, p. 192) ; coping efficacy or individuals' confidence in the resources (e.g., network support) they have to manage expected outcomes; target efficacy which includes target ability or whether the information source -the clinician in this case -"has access to the sought-after information" and target honesty: whether the clinician is inclined "to provide all the information about the issue that is at his/her disposal" (Afifi et al., 2006, p. 192) .
Considering the role of efficacy in information seeking and avoidance strategies, we expand Siminoff and Step's CMSDM (see Figure 2 ) and further explicate the iterative nature of communication and its relationship to participants' perceived epistemic expertise and desire for information.
Methods
As part of a larger study exploring strategies to promote SDM around medication decisions in mental health services, we conducted 60-minute semi-structured interviews with two administrators and three team leaders, 90-minute focus groups (n=3) 
Data Analysis
We adopted an inductive approach to thematic analysis (Joffe & Yardley, 2004; Ryan & Bernard, 2003) C4: It's definitely a step in the direction of being proactive in your treatment.
Clinicians also expressed that clients should have a "voice" and "choice" in their treatment.
(Ex 2) You work with so many developmentally disabled people and people really had all these rights protected for them, that we are, it's ingrained in us that they should have, everybody should have a say in their care.
(Ex 3) I think every client should have more of a voice in the process. I absolutely believe that.
Several clinicians criticized coercive strategies, at times noting that the decision to not adhere to treatment recommendations is a legitimate one:
(Ex 4) I would say without a doubt that everyone knows that there is no forcing.
There is no effort to ever pressure anyone to do something they don't want to.
In (Ex 5) … so really encouraging, supporting them to talk during the initial evaluation with the psychiatrist or a follow up session about their concerns, questions, side effects, alternatives to medication, so kind of being a support for them to talk to medical personnel.
Clinicians also discussed their responsibility in fostering a culture of truthfulness:
(Ex 6) When [clients] come in here and get services from us, sometimes it's the first time they've ever been in a functional environment. And, where they can hear the truth, and they're not-no head games are being played with them.
Clinicians indicated that clients are entitled to honest information, which is not always provided. One clinician commented, "a lot of [patients] have been on this medication for years, and no one has really actually explained it really in depth, you know. This exchange highlights clinicians' desire to provide clients with the information they believe will result in the best clinical outcome and vividly contrasts with comments discouraging deception or "game-playing." One clinician outlined how deception can be beneficial for clients:
(Ex 11) In some cases we don't want to give a lot of the side effects to a client because they'll have everything that's on the list and that's a… a doctor will say "I kept this a little quiet." They have the right to look it up obviously for themselves. And this is why there are some clients we don't even give their diagnosis to because it could be harmful to the client … [diagnosis] changes a lot in mental health, as we get to know the client, so sometimes it's damaging.
Such commentary suggests that withholding information may, at times, be perceived as a therapeutic obligation. (Ex 14) I don't know where the balance is, and you guys probably don't either.
Because sometimes people in their condition, if they start reading [the medication] is gonna do this to me, they won't look at any of the benefits because they're seeing all the side effects.
Clients expressed concerns that mental illness can compromise their ability to find information. One client remarked, "I get too scattered. I have a few, quite a few, disorders. And I get too scattered to even get on the internet to find help."
Clients also described transparency as unrealistic, noting clinician authority (Ex Clients' concerns about their epistemic expertise were particularly pronounced when symptomatic or "in crisis," although occasionally clients described concerns that arose when they were stable. The following respondent, for instance, suggests that clients'
understandings of "normal" may have negative consequences: [sic] to take this pill or whatever shot.
Likewise, clinicians raised concerns about how to value clients' expertise regarding prognosis, medication and decision making. The following comment describes clients' understanding of the decision-making process as inferior to "all of us" who would know to do things differently.
(Ex 25) … some of them just don't realize that they have a choice, and I know that all of us, if we were going to be put on some kind of a medication or considering medication, we would, I know I would be looking things up and asking specific questions, and I don't even think that they know how to do that often.
In general, clients and clinicians supported client involvement; however, given concerns about client expertise and understandings, they were cautious about supporting client autonomy when making decisions.
Clinician epistemic expertise. Both groups raised concerns that beliefs about
clinicians' expertise and authority can limit client involvement:
(Ex 26, clinician) What I'm finding with clients is they think that because someone is a doctor that they know everything, and they don't. At the same time, clients expressed beliefs that clinicians' domains of knowledge reflected professional understandings important for services to be rendered effectively.
Clients thus described clinicians' epistemic expertise as both suspicious and trustworthy, a mixed sentiment expressed in the following comment:
(Ex 31) In reality, you need to find out from your doctor, you know, that's who we depend on. … and to me, sometimes all they do is like give me, "Here you go, here you go." Every visit, "Here you go," something new. And I don't know if it's right for me or not.
Although this client notes the importance of relying on the doctor's expertise, he
indicates that this may be complicated by an uncertainty about how to trust that expertise.
Other clients discussed how clinical knowledge contributed to a trusting relationship, better health outcomes and fostered feelings of safety and security.
(Ex 32) I like Dr.
[name]. He's really, really educated, and very informative and sometimes just says things straight out to you like, "Look if you're going to do this, you're going to have this, this, you know, you can't do this, or this medication won't work like this."
(Ex 33) … it was good that I was in the hospital because they can monitor you and the doctor was at least trying different things and asking me how I felt on them.
Example ( through it with them, we could explain it to them, you know, on their level too.
Discussion

Role of Epistemic Expertise in Managing Information
Clients and clinicians agreed that clients should maintain an active role in making medication decisions. However, despite overwhelming support for client involvement and autonomy (Theme 1), both groups revealed complexities regarding how that involvement should be established in practice (Themes 2 and 3). Theme 2 focuses on communication and information exchange, while Theme 3 underscores the perceived value of participants' epistemic expertise. Regarding Theme 2, clinicians valued truthfulness with clients but also expressed that concealing information can be therapeutically useful. Clients echoed similar beliefs that they wanted to be fully informed but also that access to large amounts or certain types of information can be harmful. Regarding Theme 3, clients' epistemic expertise was recognized as important for client well-being and clinical outcomes and was also perceived, at times, to be insufficient. Clinicians' specialized epistemic expertise was valued for client recovery and also recognized to have salient limits, especially when it did not incorporate client expertise and understandings.
In line with TMIM, participants' perceptions of information management thus highlighted the value of information seeking and avoidance practices. While honest information exchange was perceived as valuable for building a therapeutic relationship and facilitating client participation, avoiding and concealing information were also noted to be useful strategies for facilitating decisions more likely to realize health outcomes. Conceptualizing epistemic involvement in treatment decisions as dynamic also supports Makoul and Clayman's (2006) conclusion that responsibility in decision-making is unlikely to be equally shared and may be best envisioned along a continuum "with physicians leading the discussion and making decisions at one end" and "patients leading the discussion and making decisions at the other…" (p. 307). They propose that there are essential elements (eg., explain problem, present options, discuss pros/cons) and ideal elements (eg., provide unbiased information, define roles/desires for involvement, present evidence) of SDM where ideal elements "may enhance the process of SDM but are more applicable to some encounters than others" (p. 306). Situating our findings in TMIM provides insights about when these "ideal" elements may add benefit, which centers on how participants perceive their own and others' epistemic expertise and efficacy. Client-clinician communication may benefit from open and ongoing discussions about these perceptions. Such discussions may direct the way SDM is translated during and across clinic visits without neglecting the basic principles of SDM, such as increased client involvement, mutual understanding and exchange of information.
Limitations
The CEM-SDM model is provisional because the data were localized to a particular geographic region and focused exclusively on psychotropic medication decisions. The perspectives of the medication prescriber were also not included.
Although psychiatrists were invited to participate in the focus groups, only case managers responded to the study announcement. While we recognize the importance of documenting psychiatrists' perspectives, the homogeneity of the clinician focus groups 
